A 62-year-old man presented to the Emergency Department with a 2-day history of right testicular pain. The initial diagnosis was orchiepididymitis (later found to be mistaken), and intravenous antibiotic treatment was started. Twenty-four hours later, the patient had mild pain in the right inguinal area and right infra-abdominal area. We performed an inguinal ultrasound that showed an incarcerated mass of mixed echogenicity in the right inguinal area. Surgery was performed because we thought the patient had an inguinal incarcerated hernia. Two days after the surgical procedure, the patient began to have fever and erythema and pain in the back. Abdominal computed tomography (CT) showed an acute pancreatitis with a peripancreatic collection from the pancreas to right inguinal area. We have reviewed similar cases in the literature and note that, infrequently, an inguinal mass can be the first sign of mostly asymptomatic acute pancreatitis.
Introduction
Pancreatic enzyme-rich fluid is known to track widely in the retroperitoneum in cases of severe acute pancreatitis and in chronic pancreatitis associated with major duct disruptions [1] . We present the case of a man with a painful right inguinoscrotal swelling due to otherwise asymptomatic acute pancreatitis. We review the literature on the involvement of the inguinal area and scrotum in acute pancreatitis.
Case Report
A 62-year-old man presented to the Emergency Department with a 2-day history of right testicular pain treated with metamizol and ibuprofen with no improvement. His previous medical history included hyperlipidemia, alcohol abuse, and a coronary stent due to acute myocardial infarction. On examination, the right testes and spermatic cord were enlarged and painful. The patient had no other symptoms, and abdominal examination was normal. Blood analysis showed only 20.100 leukocytes (85.2% neutrophils); C-reactive protein (CRP) and other inflammatory parameters are not measured routinely in the Emergency Department. The diagnosis of orchiepididymitis, later found to be in error, was made, and intravenous antibiotic treatment was started. Twenty-four hours later, the patient had mild pain in the right inguinal área and right lower quadrant of the abdomen. We performed an inguinal ultrasound that showed an incarcerated mass of mixed echogenicity (hypoechoic, well defined areas and hyperechoic zones) in the right inguinal area. The patient underwent surgery with a diagnosis of incarcerated inguinal hernia.
We dissected and opened the hernia sac and saw only necrotic debris. No other fluid or small-bowel loops were seen inside the sac. We performed a herniorraphy. Forty-eight hours later, the patient had a fever (38.1ºC) and painful hot erythema in the right dorsal region; the erythema did not involve the surgical scar, which was not inflamed. The patient did not have abdominal pain or other symptoms. An abdominal CT scan showed a enlarged pancreatic head and a huge fluid collection on the right side which appeared to arise from the head of the pancreas and to extend down in front of the right kidney to the right inguinal canal (Figure 1 and 2 ). Blood analysis showed amylase: 532, asparate aminotransferase: 60 UI/l; amylase aminotransferase: 61 UI/l; lactate dehydrogenase: 360, CRP: 27.2, and leukocytes: 10400 (79.6% neutrophils). The patient was given nothing by mouth, and total parenteral nutrition was begun. A week later, the painful hot area progressively disappeared, the serum amylase was normal, and another abdominal CT scan showed a marked decrease in size of the inflammatory mass. Finally, the patient was discharged and sent to an alcohol counseling clinic.
Discussion
Acute pancreatitis usually has a characteristic presentation, and the diagnosis is made on clinical grounds [1] . Some cases, like the one presented here, are very difficult to diagnose. Inguinal or scrotal involvement as the first and only manifestation of acute pancreatitis is very infrequent. The existence of pancreatic pseudocysts in the inguinal area has also been described [2] . Downward tracking of pancreatic fluid into the scrotum was first described in 1979 [3] , and scrotal necrosis secondary to acute pancreatitis has also been reported [4] .
The involvement of the scrotum in acute pancreatitis can be mistaken for an acute scrotum due to testicular torsion, and the involvement of inguinal canal can be mistaken for an incarcerated hernia, leading in both cases to unnecessary surgical exploration [1, 5] . The patient in our case presented with scrotal pain, which initially we thought was a complicated orchiepididimitis; after inguinal ultrasound, however, we thought that the patient had an incarcerated inguinal hernia, probably with necrotic major omentum inside the hernia sac. In the literature, doppler ultrasound features of this condition have been described [6, 7] , but a firm diagnosis can be made with a CT scan of the abdomen, which enables the inguinal or scrotal collection to be traced to an inflamed pancreas. The routine use of abdominal CT in the Emergency Department for evaluating abdominal diseases could probably improve diagnostic accuracy, but it is not cost-effective [8] . Abdominal symptoms were lacking in our patient, so we did not think that an abdominal disorder was causing the clinical problem.
It should be emphasized that patients with acute pancreatitis can present with an inguinoscrotal swelling alone, making the diagnosis very difficult. The correct diagnosis is very important because such cases can be managed nonoperatively, and surgical exploration will only add morbidity [1] . A correct diagnosis and appropriate management will prevent unnecessary surgical intervention.
